The objective of this Clinical Practice Guideline (CPG) is to provide evidence-based recommendations for the management of pregnancy and post-partum care. The CPG discusses the care and management of pregnancy and postpartum care including evidence based care, complications, modifiable risks, co-morbid conditions (e.g. smoking, depression, substance use disorder, cardiovascular conditions, hypertension, and diabetes) and the role of condition management, diet, physical activity and behavioral health management. Also, included is Postpartum care including evidence based care, complications and co-morbid conditions for the infant (e.g. jaundice, birth defects, developmental disabilities, breastfeeding issues and Sudden Infant Death Syndrome (SIDS).
Postpartum
The first six weeks after childbirth are considered postpartum or recovery period. A pregnancy, labor and delivery may proceed smoothly and still experience bleeding, pain, exhaustion, engorged breasts, joint pain, backache, hair loss, or mood swings. Key postpartum complications include: 4 • 
Cervical or Vaginal Lacerations

High Risk Complications
High-risk pregnancy is defined as one that threatens the health or life of the mother or fetus, requiring specialized care from specially trained providers. A woman may become high-risk as her pregnancy progresses while some are at-risk of complications due to predisposed factors. To support a health pregnancy and a delivery without complications, women should receive early and regular prenatal care. 25 Providers should educate the Member on the risk factors that predispose the pregnant woman to complicated or preterm delivery: 3, 25 • Existing conditions such as asthma, autoimmune disease, blood disorders (sickle cell),depression, diabetes, eating disorders, epilepsy, high blood pressure, HIV/AIDS, infertility, kidney disease, lupus, migraines, obesity, polycystic ovary syndrome (PCOS), sexually transmitted infections (STIs), thyroid disease (specifically hyperthyroidism), and uterine fibroids. 23, 24 • Age -specifically teen pregnancy or first-time pregnancy after age 35 • Lifestyle Factors such as alcohol use or cigarette smoking • Conditions of Pregnancy such as multiples, gestational diabetes, preeclampsia, and eclampsia
Member Care Management
Members are educated on risk management techniques to minimize the chance of complicated pregnancy including: 31 • Avoiding alcohol and use of non-prescribed drugs and medications; discuss OTC use with Provider • Taking medications as prescribed • Seeing Provider(s) and specialists as scheduled and following the treatment plan • Following activity restriction, as recommended by Provider • Reporting new or worsening symptoms to Provider(s) Members are also educated on basic pregnancy care including: 31 • Proper weight gain and diet in pregnancy • Proper hydration in pregnancy of 64 oz/day and significance to preventing preterm contractions • Importance of regular dental care and how it can help prevent preterm labor and preeclampsia • Monitoring kick counts (timing how long it takes to feel 10 kicks, flutters, swishes, or rolls; ideally, the mother should feel at least 10 movements within 2 hours -report any changes to the Provider) • Fetal growth and development • Vaginal infections in pregnancy and importance of partner treatment • Signs and symptoms of preterm labor including causes, self-care measures, and when to contact the Provider • Signs and symptoms of complications: abdominal pain, cramping, vaginal bleeding with or without pain, uncontrollable thirst, dizziness, confusion, blurred vision, chest pain, shortness of breath, gaining weight to fast • Identifying barrier(s) to managing risk of complicated pregnancy
The following items are also discussed with Members with a behavioral health comorbidity: 31 • Encourage Member to discuss behavioral health concerns with prenatal care provider • Refer to a therapist and/or psychiatrist specializing in managing behavioral health disorders in pregnant women as well as ensure collaboration with behavioral health providers and prenatal care provider • Educate on recognizing psychotic symptoms (such as hallucinations and delusions) and reporting them to the prenatal care and behavioral health Providers. The Care Manager is to ensure that the psychiatrist and prenatal care provider are able to collaborate. • Members with a Substance Use Disorder should be referred to treatment services including childcare, transportation, reproductive health, nutrition and parenting
Gestational Diabetes
Gestational diabetes is a type of diabetes that found in a pregnant woman who did not have diabetes before pregnancy. The condition is typically discovered mid-pregnancy; women who become pregnant again may develop gestational diabetes again. Complications related to gestational diabetes includes: 26 • An Extra Large Baby. This results from the baby's blood sugar to be high and the baby is "overfed". Discomfort for the mother is common as well as problems during delivery for both the mother and the baby. Nerve damage is common for infants due to pressure on the shoulder during delivery.
• C-Section (Cesarean Section). Women with diabetes that is not well controlled has a higher chance of needing a C-section. This may prolong recovery time for the mother.
• High Blood Pressure (Preeclampsia). Caused by protein in urine, preeclampsia can lead to swelling in the fingers and toes. The condition can cause harm to both the woman and her unborn baby -a woman is at risk for pre-term delivery, seizures, or stroke during labor and delivery.
• Low Blood Sugar (Hypoglycemia Women with gestational diabetes should be encouraged to eat healthy foods, exercise regularly, monitor blood sugar often, take insulin (if needed), and to be tested for diabetes 6 to 12 weeks post-partum. 26 
Placenta-Related Complications
• Placenta Previa. Placenta previa is suspected in any pregnant woman beyond 20 weeks of gestation who presents with vaginal bleeding. Women who have not had a second-trimester ultrasound examination and also present with bleeding after 20 weeks of gestation should have immediate sonographic determination of placental location before digital vaginal examination is performed to avoid severe hemorrhage (due to palpitation). Risk factors include: 29 • Previous placenta previa which may occur in 4-8% of subsequent pregnancies • Previous cesarean delivery may increase risk by 47-60% (risk increases with an increasing number of cesarean deliveries A diagnosis of placenta previa should alert the Provider for the possibility of placenta previa-accreta/percreta, especially in women who have had a previous cesarean delivery.
Member Care Management
Members are educated on the signs and symptoms of placenta previa, including instances when to seek emergency help. This includes painless vaginal bleeding during the second or third trimester. Upon request, Members receive educational materials on placenta previa. Members are also educated on management techniques of placenta previa. These include: 31 • Not smoking as it highly increases one's risk of complications • Taking medications as prescribed • Seeing Provider(s) and specialists as scheduled and following the treatment plan • Reporting new or worsening symptoms to Provider(s) which may result in possible hospitalization for monitoring or specialized care
• Placenta Abruption. Placental abruption (or abruptio placentae) is bleeding at the decidual-placental interface that causes partial or complete placental detachment prior to delivery of the fetus. It is typically diagnosed in pregnancies over 20 weeks gestation and is found in 1% of pregnancies. Women with placental abruption are at several-fold higher risk of abruption in a subsequent pregnancy, especially when the abruption was severe. Placenta abruption is a cause of maternal and perinatal morbidity. 30 Symptoms include vaginal bleeding, abdominal pain, contractions, uterine rigidity and tenderness; nonreassuring fetal heart rate (FHR) pattern is also possible. Vaginal bleeding may not be seen in 10-20% of cases. Some abruptions are asymptomatic and the amount of bleeding may not correlate with the extent of maternal hemorrhage; this should not be used as a marker to gauge the severity of premature placental separation. FHR abnormalities suggest clinically significant separation that could result in fetal death. 30 Risk factors of placenta abruption include previous abruption (the strongest risk factor), • Placenta Accrete Spectrum (PAS). This is a general term used to describe placenta accreta, increta, and percreta. The condition results from placental implantation at an area of defective decidualization typically caused by preexisting damage to the endometrial-myometrial interface. 32 The biggest risk factors for development of a PAS is placenta previa after a prior cesarean delivery. The risk increases with the number of cesarean deliveries a woman has had. When placenta previa is not found, the frequency of a PAS in women undergoing cesarean delivery is significantly lower. Additional risk factors include: a history of uterine surgery, cesarean scar pregnancy, age of over 35 years, history of pelvic irradiation, manual removal of the placenta, postpartum endometritis, and infertility and/or infertility procedures such as in vitro fertilization. 32 • Retained Placenta. The third stage of labor includes the expulsion of the placenta. Delayed separation and expulsion can threaten the life of the mother due to hemorrhage during the postpartum contraction of the uterus. Expulsion should occur within 30 minutes of delivery of the infant; for births in the second trimester and third stages of labor managed without oxytocin, the time range is 90 to 120 minutes. Risk factors for retained placenta include stillbirth, maternal age over 30 years, delivery at 240/7 to 276/7 weeks compared with ≥34 weeks, and delivery in a teaching hospital. 33 Preeclampsia and Pregnancy-Induced Hypertension Preeclampsia (or "toxemia") is a condition that starts after 20 weeks of pregnancy and results in high blood pressure as well as problems with the kidneys and other organs. Pregnancy induced hypertension is high blood pressure that starts after 20 weeks of pregnancy and goes away after birth.
Members are educated on the signs and symptoms of pregnancy induced hypertension and preeclampsia, including instances when to seek emergency help. • Care manager will send educational materials to member/caregiver on preterm labor • Care manager will assist member/caregiver with addressing identified barrier(s) to managing risk of preterm labor, specifically [selections] • Member/caregiver will report worsening symptoms to Primary Doctor/specialist timely • Member/caregiver will follow recommended treatment plan ordered by Primary Doctor/Specialist.
Hierarchy of Support
GUIDELINE HIERARCHY
CPGs are updated annually or as necessary due to updates made to guidelines or recommendations by the American Congress of Obstetricians and Gynecologists (ACOG), American Diabetes Association (ADA), and World Health Organization (WHO). When there are differing opinions noted by national organizations, WellCare will default to the member's benefit structure as deemed by state contracts and Medicaid / Medicare regulations. If there is no specific language pertaining to post-partum care, WellCare will default (in order) to the following: WellCare aligns with ACOG, ADA, and WHO on the topic of pregnancy and post-partum care. The following are highlights from their recommendations, committee opinions, and guidelines.
AMERICAN CONGRESS OF OBSTETRICIANS AND GYNECOLOGISTS (ACOG)
The American Congress of Obstetricians and Gynecologists offers the following recommendations to assist clinicians with evaluation, and treatment on the following topics:
• Screening for Perinatal Depression 5 o Screen patients at least once during the perinatal period for depression and anxiety symptoms using a standardized, validated tool. o Screen women with current depression or anxiety, a history of perinatal mood disorders, or risk factors for perinatal mood disorders as this may warrant particularly close monitoring, evaluation, and assessment. o Screening by itself is insufficient to improve clinical outcomes and must be coupled with appropriate follow-up and treatment when indicated; clinical staff in obstetrics and gynecology practices should be prepared to initiate medical therapy, refer patients to appropriate behavioral health resources when indicated, or both. o Systems should be in place to ensure follow-up for diagnosis and treatment
• HIV Screening 6 o Screen all pregnant women for HIV infection as early as possible during each pregnancy using the opt-out approach where allowed. o Repeat HIV testing in the third trimester is recommended for women in areas with high HIV incidence or prevalence and women known to be at risk of acquiring HIV infection. o Women who were not tested earlier in pregnancy or whose HIV status is otherwise undocumented should be offered rapid screening on labor and delivery using the opt-out approach where allowed. Information related to ACOG recommendation on scheduled early inductions and cesarean delivery can be found in the Addendum at the end of this CPG.
PREGNANCY AND POST-PARTUM
CARE GUIDELINES HS-
AMERICAN DIABETES ASSOCIATION (ADA)
WellCare aligns with the American Diabetes Association (ADA) on the topic of gestational diabetes. For additional information, please access the 2017 Standards of Medical Care in Diabetes here. 8
WORLD HEALTH ORGANIZATION (WHO)
WellCare aligns with the World Health Organization (WHO) on the topic of substance use and substance use disorders. For additional information, click here to access the Guidelines for Identification and Management of Substance Use and Substance Use Disorders in Pregnancy. 9 Additional information on Substance Use Disorders can be found below under Other Considerations.
Evidence Based Practice
MEASUREMENT OF COMPLIANCE
WellCare is committed to adhering to the measures and standards published by the Centers for Medicare and Medicaid Services (CMS) and the National Committee for Quality Assurance (NCQA). Please reference WellCare's Clinical Policy Guiding Document titled Quality Improvement. NOTE: To access Clinical Policy Guiding Documents visit www.wellcare.com -select the Provider tab, then "Tools" and "Clinical Guidelines".
MARKET SPECIFIC CRITERIA
Illinois Related Requirements
Postpartum depression screening during the one year period after delivery to identify high risk mothers who have an acute or long term history of depression, using an HFS-approved screening tool. After delivery and discharge, the Enrollee will have a mechanism to readily communicate with her health team and not be limited to a single "six week" postpartum visit. WellCare will also provide or arrange for inter-conception care management services for high risk women for 24 months following delivery.
WellCare will also provide evidence based care including immediate and subsequent postpartum visits, in accordance with the Department's approved schedule, to assess and provide education on areas such as: perineum care, breastfeeding and feeding practices; nutrition; exercise and physical activity; immunization; sexual activity and effective family planning (including pregnancy intervals); SIDS; and the importance of ongoing well woman care. In addition, referrals will be given to parenting classes, text4baby, and WIC Food and Nutrition Service. 
New Jersey Pregnancy Related Requirements
Care Management
The goals for Care Management is to support the member's ability to self-manage their pregnancy and the postpartum period, minimize risk factors and remove manageable barriers to assist the member with achieving a healthy pregnancy and birth outcome. Educate the member to identify and address risk factors that predispose the pregnancy to complications such as:
• 
MEASURABLE HEALTH OUTCOMES
Targeted Health Outcomes (Extended Program Goals) result from successful member self-management (see Case Management Objectives). 1. The Member experiences no symptoms requiring acute medical care and intervention during pregnancy. Case Management monitors for ED and inpatient utilization related to pre-existing or pregnancy induced conditions including (but not limited to) hypertension, diabetes, clotting factor disorder, eclampsia, substance use, preterm labor. 2. The Member delivers near or at full term pregnancy (37 weeks or greater), without long-term complications to mother or baby. Case Management monitors inpatient utilization related delivery, postpartum complications, and birth complications including but not limited to eclampsia, post-partum hemorrhage, postpartum depression, fetal alcohol spectrum disorder, neonatal abstinence syndrome, and failure to thrive.
CASE MANAGEMENT GOALS
Case Goals should target specific care gaps and/or adherence issues, and measure the member's progress towards self-management and adherence which will lead to the targeted health outcomes above. Examples: 1. The Member will attend first prenatal visit within the first trimester and at least 80% of prenatal care visits after first prenatal visit as follows: every 4 weeks through the first 28 weeks of pregnancy, every 2 to 3 weeks for the next 7 weeks, weekly thereafter until delivery. 2. The Member will attend postpartum care visit within 21 to 56 days after delivery. 3. The Member is adherent to routine labs and diagnostics (such as urine, blood & ultrasound screening for complications of pregnancy, including gestational diabetes) as prescribed by the physician (verified by claims or member/provider narrative) throughout pregnancy. 4. The Member will achieve healthy weight gain during pregnancy per CDC guidelines based on Member's prepregnant BMI, or per the specific guidance of the Member's provider. 12 
OTHER CONSIDERATIONS
Behavioral Health Considerations. The rapid changes in the levels of reproductive hormones that occur after delivery are thought to be biological factors in the development of postpartum depression. Additionally, stress in pregnancy and the care of the newborn may be a factor. While traditionally the pregnant state is assumed to be "protective" for mood disorders, in actuality between 14 to 23% of pregnant women will experience depression. Furthermore, about half of all postpartum depression begins during pregnancy. Therefore, screening for depression is critical throughout a woman's pregnancy to ensure the safety of both the mother and the developing fetus. Psychotherapy is the first line treatment for a pregnant woman with depression, however, in serious cases psychotropic medications are considered. 15, 16, 17 Women who have known mental illness should remain under the care of their psychiatrist throughout the duration of their pregnancy. Close coordination between the woman's psychiatrist and obstetrician is critical to ensure optimal maternal health throughout the pregnancy. Up to 80% of new mothers will experience the "Baby Blues" after their first delivery. Baby Blues occurs within a few days of the baby's birth and lasts for up to 2 weeks. Symptoms include tearfulness, exhaustion, anxiety and difficulty sleeping. Symptoms usually resolve without professional help, but these mothers require support and monitoring to ensure that postpartum depression does not develop. In contrast, postpartum depression is a serious, sometimes life-threatening condition which typically starts within 4 to 6 weeks after delivery but may be recognized anytime during the first year. Symptoms include extreme sadness, anxiety, poor sleep, poor self-care, social withdrawal, poor appetite and crying spells. The Edinburgh Postnatal Depression Scale is a selfreport screen instrument that should be administered to help obstetricians (and even pediatricians) identify women who may require further assessment. A referral to a mental health professional should be made if a new mom scores 10 or higher on the PDS or if she has a plan to harm herself, her child or others. 15, 18 Substance should be advised to cease their alcohol or drug use and be offered detoxifications services under medical supervision where necessary and applicable. When a pregnant woman is addicted to drugs or alcohol, her baby is also addicted. Various pilot programs exist to medically stabilize the expectant mother and her baby. Replacement therapy and/or complete detoxification may be recommended depending on the clinical situation and staff at the pilot programs may assist with making that determination. For pregnant or postpartum women identified with substance use disorder, refer to the Substance Use Disorder in High Risk Pregnancy CPG (HS-1041) for additional guidance. Providers may wish to research the titles above related to pneumonia that Case Managers utilize with Members.
MEMBER EDUCATIONAL RESOURCES
Related WellCare Guidelines
In addition to the information contained in this document, please reference the following CPGs: Preconception and Inter-Pregnancy (HS-1028) and Substance Use Disorder in High Risk Pregnancy (HS-1041). Information related to resources with which to educate new mothers on care for their newborns, refer to Pediatric Preventive Health (HS-1019). Additional information from the United States Preventive Services Task Force (USPSTF) can be found in the following age-specific Preventive Health CPGs: Adolescent (HS-1051) and Adult (HS-1018).
NOTE: Clinical Policies can be accessed by going to www.wellcare.com -select the Provider tab, then "Tools" and "Clinical Guidelines".
